Controversy exists with regard to the role of balloon angioplasty in the treatment of native aortic coarctation. Recent data and studies have showed that percutaneous balloon angioplasty is a safe and effective treatment for aortic coarctation. We report a young adult with aortic coarctation who has been treated with successful balloon angioplasty. Am J Hypertens 2002;15:1015-1018 
C oarctation of the aorta (CA) occurs as a constriction of the aorta, either discrete or of significant length, which is almost invariably located at the junction of the ductus arteriosus and the aortic arch just distal to the left subclavian artery. 1 Isolated CA is the fifth or sixth most common congenital cardiovascular defect. 2 Balloon angioplasty has been established as an effective alternative to surgery for the treatment of CA. 3, 4 The use of this technique has been successful in eliminating or markedly reducing the obstruction, both in patients who have had no previous operation and in those who have major residual gradients after surgical repair. We report on a young adult with aortic coarctation who has been treated successfully with balloon angioplasty.
Case Report
A 17-year-old male patient was admitted to the cardiology service with refractory hypertension to the medical therapy. A young man had a headache for 6 months. His blood pressure (BP) had been measured many times and was found to be elevated. He received different antihypertensive agents but his BP could not be decreased. His medical history did not give any indication of the problem.
On admission, his BP from the right arm was 168/98 mm Hg and it was 159/95 mm Hg from the left arm. His pulse rate was 90 beats/min. The bilateral femoral arteries were weakly palpable. The aortic pulsation was prominent in the neck. The BP in the lower extremities could not be measured by a sphygmomanometer. The 2/6 degree systolic murmur was heard on the left sternal, the left carotid, and the interscapular area. The electrocardiogram showed normal sinus rhythm with left axis deviation. A chest X-ray revealed normal cardiothorasic index, mild rib notching, and inverted 3 sign. The membranous aortic coarctation was visualized by two-dimensional echocardiography from the suprasternal view (Fig. 1A) . The maximal pressure gradient of coarctation was 83 mm Hg on the Doppler echocardiogram. There was no left ventricular hypertrophy or left ventricular diastolic dysfunction in the echocardiographic examination. Cardiac catheterization confirmed the CA with significant collateral vessels ( Fig.  2A ). The 70 mm Hg pressure gradient between the proximal and distal thorasic aorta was measured during the catheterization (Fig. 3A) . Balloon coarctation angioplasty was performed by using the Mansfield dual balloon valvuloplasty catheter (Mansfield Boston Scientific Inc., Boston, MA) (18 mm by 4 cm). After confirming the exact location of the balloon by observing its hourglass shape during initial inflation, the balloon was fully inflated until the hourglass shape disappeared (Fig. 2B) . After the procedure, the pressure gradient declined to 15 mm Hg (Fig.  3B ). There were no significant complications. The control two-dimensional echocardiogram revealed that the ruptured membraneous structure (Fig. 1B ) and the maximal pressure gradient of CA was 23 mm Hg. The patient's BP in the upper extremities decreased to 128/87 mm Hg, the femoral arteries became palpable, and the BP in the lower extremities increased to the normal range after the procedure. Follow-up echocardiography at the 4 and 12 months showed the same near-normal findings.
Discussion
Since the initial description of transluminal balloon angioplasty of native aortic coarctation in the early 1980s several groups of workers have used this technique in the treatment of aortic coarctation. However, there is a considerable controversy among cardiologists and surgeons with regard to whether the native aortic coarctations should be balloon dilated or surgically treated. Despite an initial report of poor results, subsequent experience with balloon angioplasty appears encouraging. 5, 6 Rao et al 7 have presented the results of a 5-to 9-year follow-up period in a series of 67 patients who underwent balloon FIG. 1. A) The suprasternal two-dimensional echocardiographic view of the membranous aortic coarctation. B) The suprasternal twodimensional echocardiographic view after the balloon angioplasty of the aortic coarctation. Notice the ruptured membrane. AJH-November 2002-VOL. 15, NO. 11 dilation of the native aortic coarctation. The immediate success rate was 100%, the initial mortality (Ͻ30 days) rate 0%, the late mortality (Ͼ30 days) rate 4.5%, the recoarctation rate 25%, and the aneurysm formation rate was 5% in their study. Rao et al 8 also scrutinized 49 studies reporting on results of operation Ͻ1 year old and 9 studies reporting on the results of balloon angioplasty and compared them. They concluded that the effectiveness of balloon angioplasty was comparable to that of opera-tion; mortality rates were similar, and morbidity and complication rates were lower with balloon angioplasty than with surgical therapy. Shaddy et al 9 had similar results. The data from our case and those reviewed in published reports show that balloon angioplasty is an effective procedure in relieving the obstruction caused by native aortic coarctation and the attendant symptoms with an acceptable complication rate and in many respects compares favorably with surgical repair. 1017 AJH-November 2002-VOL. 15, NO. 11 
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